Clinico-mycological evaluation of dermatophytes and non-dermatophytes isolated from various clinical samples: A study from north India chromoblastomycosis but were culture negative. Among dermatophytoses, 11 isolates were obtained from nail, 2 from scalp/ scalp hair, and 6 from skin scales.
M. audouinii was the main isolate from nails/skin scales contrary to other studies where Trichophyton rubrum is commonly reported. [5, 6] This finding may perhaps mark the change in spectrum of dermatophytic infections but further studies need to be done. Isolation rate in this study seemed to be lower (37.50%) when compared to other studies (45.3-52.2%) [ Table 2 ]. [7, 8] Aspergillus niger was isolated from nails in patients with diabetes and chronic recurrent infections. Candidiasis (non-albicans) was seen in 16.66% of the cases which is slightly higher but comparable than those reported elsewhere (10% cases). [4] Present data indicates that fungal infections are uncommon in children in India unlike reports from other countries. [9, 10] History of contact with infected family members was seen in 26.6% which is higher in accordance with other studies. [5] Disease recurrence was noted in 16.66% of patients (lack of local immunity /inadequate treatment). Thirty (37.50%) specimens were positive by culture alone whereas 65 (81.25%) by direct microscopy alone. This is in keeping with data published by Veer et al. [2] To conclude, the conventional methods for fungi identification, direct microscopy and fungal culture are both important in definitive diagnosis of dermatophytosis. The sensitivity of these diagnostic tests depends on the method of sampling, sample preparation, failure rate of microscopy/culture, and final interpretation of results.
Sir, Incidence rates of fungal infections have increased significantly over the last 15 to 20 years. [1] This disorder is significant due to clinical consequence with respect to its contagious nature, cosmetic consequences, chronicity, recurrences, and therapeutic difficulties.
The present study was done to assess the clinicoepidemiological profile of fungal infections, species identification, and to compare clinical diagnosis with direct microscopy and culture positivity from clinically suspected cases. From March to August 2011, 80 specimens were processed from clinically suspected cases of dematophytosis/dermatomycosis attending the Dermatology Out Patient Department and sent to Microbiology for mycological work-up. Specimens included skin scales, hair, nails (superficial mycoses), and tissue (deep mycoses). Specimens were analyzed by direct microscopy and subjected to culture study (Sabouraud's Dextrose Agar, cornmeal agar, blood agar).
Pathogens were differentiated from contaminants following these guidelines: (1) Dermatophyte isolated on culture was considered a pathogen, (2) a nondermatophyte mould (NDM) or yeast cultured was significant only if direct microscopy was positive and (3) NDM required repeated isolation. [2] Most common age group among the 80 patients analyzed were 31-40 years (31.25%). Male to female ratio was 1.5:1 which could be the result of more outdoor activities, traumas and common use of occlusive footwear in males, a finding similar to Singh et al. (M:F-1.3:1) [3] but contrary to Sahai et al. (M:F -2:1). [4] Most common fungal isolates were dermatophytes 19/30 (63.33%) of which 8/30 (26.66%) were Microsporum audouinii [ Table 1 ]. There were three cases (3.75%) where direct microscopy (10% Potassium Hydroxide 10% KOH mount) showed sclerotic bodies suggestive of 
